EMPYEMA OF GALL-BLADDER. CHOLECYSTOT- 
OMY IN TWO STAGES WITH EVACUATION 
OF TWO PINTS OF PUS AND THREE 
GALL-STONES. RECOVERY. 

By WEST HUGHES, M.D., 

OF LOS ANGELES, CAL. 

P IANO-TUNER, set. 28 years, married; seen in consultation with 
Dr. DeSzigethy, Jan. 8, 1890. Family history good. No his¬ 
tory of syphilis. About two years ago patient noticed a swelling, the 
size of an egg, in right hypochondriac region. Two or three months 
afterward there was a throbbing pain in it, which became so severe as 
to necessitate morphine injections for several days. He was confined 
to his bed for about two weeks, when the pain entirely ceased. Since 
then the swelling has grown slowly, but he has been free from pain. 
Close questioning elicits the fact that previous to two years ago he 
had had several attacks of abdominal “cramps” at intervals of four or 
five months. But the pain was never severe enough to confine him 
to bed, and he got well without medicine. He has never been jaun 
diced. 

He now has an uneasy feeling in the abdomen and suffers slightly 
from dyspnoea on exertion. Bowels slightly constipated. 

Examination. Patient is well nourished. In right hypochondriac 
region is a bulging tumor, the size of a child’s head, having a tense, 
elastic feel, dull on percussion, freely movable in all directions except 
directly from the liver. Tumor dulness is continuous with dulness of 
liver over an area three inches wide. 

January 8, 1890. An aspirating needle introduced and a small quan¬ 
tity of turbid fluid withdrawn, which, on settling over night in a test- 
tube, leaves a sediment one-third its volume. This sediment, under the 
microscope, is seen to consist of pus corpuscles in large number, gran¬ 
ular cells and irregular masses of debris. No booklets. The super¬ 
natant fluid is clear, transparent, of a light straw color, odorless, 
slightly alkaline, sp. gr. 1002. Gmelin’s and Pettenkoter’s tests for 
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bile negative. Urine clear, straw colored, acid, sp. gr. 1018. No al¬ 
bumen, no bile. Microscopical examination negative. 

After the aspiration there was slight peritonitis, principally local¬ 
ized, lasting four days, during which time patient was kept in bed, un¬ 
der the influence of morphine. 

February 9. Tumor has apparently increased in size and is slightly 
painful (probably due to repeated manipulation, as, without my knowl¬ 
edge, patient was examined by a number of physicians). 

Operation. Ether. Assisted by Dr. Powers and Dr. Brill. Skin 
incision 3 inches in length, beginning at free border of ribs, inch to 
outer side of rectus; and extending downward and slightly inward over 
the centre of tumor. All bleeding points clamped and tied. Parietal 
peritoneum, which was normal, was lifted with forceps, and divided 
with scissors for 1^ inches. Tumor freely moveable with respiration. 
Visceral peritoneum covering it deeply congested. 

Incision packed with iodoform gauze and a strongly antiseptic dress¬ 
ing (wet bichloride 1-500) applied. Administered hypodermic of mor¬ 
phine gr. )r 

February 16. At 8 a m. the day after the operation temperature 
was ioo°. At 8 p.m. temperature was normal. Respiration has been 
entirely thoracic. To prevent motion of diaphragm, urine has been 
drawn with a catheter, which is kept in 1-40 solution of carbolic acid, 
and bowels have been kept from moving by morphine, gr. 1 / e , t. i. d. 
To-day morphine discontinued. Ordered glycerine suppository. 

February 23. Bowels have moved daily since last note. Patient 
etherized and dressing removed. Discharge not through. No odor 
of decomposition. Wound, which had closed, was opened up with di¬ 
rector. Tumor lound adherent for two-thirds of circumference of 
wound above and to the inner side. To outer side and below, finger 
passed freely between abdominal wall and tumor. 

Lower and outer edges of wound stitched to tumor with catgut. 
Iodoform gauze packed tightly into wound. Antiseptic bichloride 
dressing. 

March 2. The day following last operation temperature was 101°;. 
since then it has varied between 99° and ioo°. Patient has a painful 
cough, and spits up mucus streaked with blood. Bowels have moved 
daily, with little pain. 

Dressing removed under chloroform, which was chosen on account 
of condition of lungs. Discharge slight. No decomposition. Adhe¬ 
sions around edges of wound complete. 

Free incision made into tumor, and two pints of odor less pus evac- 
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uated. Probe passed into cavity upward and inward 8 inches. Tu¬ 
mor wall ^ inch thick. Two fingers passed within and cavity explored. 
Internal surface has a soft, velvety, villous feel. No foreign bodies 
detected; but exploration was not thorough, for fear of breaking up 
adhesions. 

Cavity washed out with boiled water, and two rubber drainage tubes 
inserted a depth of 5 inches. Iodoform gauze and wet bichloride 
dressing. 

March 10 Temperature, pulse and respiration have been normal 
since operation, and patient has had a ravenous appetite. 

Cavity has been washed out daily with 1-30000 bichloride, and has 
contracted to one-third its former size. The discharge is now a clear, 
colorless, thick, gelatinous mucus, free from odor, about a teaspoonful 
daily. 

Finger introduced upward and inward its full length touches a hard 
body quite firmly imnedded. It was removed with difficulty, and 
found to be a gall stone, with facets. Two others removed, each about 
the size of a hazelnut. 

March 15. Several subsequent explorations fail to detect any more 
stones. 

Finger can be introduced its full length along a funnel-shaped cav¬ 
ity, with mouth toward abdominal wound. Alligator urethral forceps 
introduced a distance of 8 inches, till extremity is grasped tightly in 
cystic duct. 

Patient allowed to sit up and walk about the room. About 10 days 
afterward the dressing became stained with bile, for the first time, 
when the drainage tubes were removed and wound allowed to close. 
He left the city shortly afterward, but informed me by letter (dated 
May 11), that the wound was all but closed, and there was scarcely 
any discharge. 

There are several points about this case worthy of special 
note. It is remarkable that such a quantity of pus should 
have given rise to no constitutional disturbance; also that, not¬ 
withstanding the inflammation which must have preceded the 
suppuration, there were absolutely no adhesions between the 
parietal peritoneum and that covering tumor. The extraor¬ 
dinary thickness of the tumor wall ('/i inch) is also worth re¬ 
marking. In simple distended gall-bladder the wall is very 
thin. 
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The very long time (two weeks) between the first and sec¬ 
ond operation will probably be commented on. Propositions 
were made to operate a week sooner, but the weather was 
damp and cold, and there were no means of heating the room 
except a small gas stove. The hygienic surroundings were 
bad enough, and I was anxious not to make them worse. On 
account of the surroundings, after performing the operation as 
antiseptically as possible, an unusually strong bichloride dress¬ 
ing (i-SOO, freshly prepared) was applied, the skin being pro¬ 
tected with rubber tissues soaked in 1-5000 bichloride. 

At the first operation, after opening the peritoneal cavity, 
the gall-bladder was not sutured to the edges of the wound, 
because on account of its size and bulging, it was not possible 
for any other object to present at the wound and become ad¬ 
herent. Suturing was thought to be entirely superfluous; it 
was believed that firm adhesions could be secured by packing 
the wound with iodoform gauze. Failure to secure this result 
was due to the fact that the strip of gauze was in some way 
pushed up out of the opening in the peritoneal cavity which 
then entirely closed. If the operation had not been performed 
antiseptically, and such a strong antiseptic dressing applied, 
adhesions would probably have been firm enough. 

At the second operation, after suturing the non-adherent 
edges of the wound to the tumor, the operation could proba¬ 
bly have been completed with safety. But it was thought that 
a further delay would give the patient more chances of re¬ 
covery. 

About 80 cases of cholecystotomy have been reported, 
more than half of them by Lawson Tait, who considers the 
operation a very trivial affair. But, so far as I can ascertain, 
there have been only two other cases of a non-adherent, sup¬ 
purating tumor of the gall-bladder successfully operated upon. 
There have been several such cases operated upon with fatal 
result, death being caused by suppurative peritonitis, due to 
the entrance of the contents of the gall-bladder into the peri¬ 
toneal cavity. It would seem far better to operate in two 
stages, when this danger can be entirely eliminated. 

In empyemic distention the walls of the gall-bladder are 
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thickened, non-elastic, and somewhat friable. It would be a 
difficult proceeding to evacuate the contents through a trochar 
or by aspiration, enlarge its opening and suture its edges to 
the wound, without allowing some of the fluid to escape into 
the peritoneal cavity. In simple distention, the walls being 
thin and elastic, there would be no necessity of performing the 
operation in two stages. In such cases the opening in the 
gall-bladder and the abdominal wound may be sutured sepa¬ 
rately, the gall-bladder being returned to the abdominal cav¬ 
ity. But a simpler and safer operation (Tait) is to suture the 
edges of the bladder opening to the edges of the wound and 
insert a drainage tube into the bladder. At the end of a few 
days the tube can be removed. Then if the obstruction has 
been entirely relieved, the fistula will readily heal. If the ob¬ 
struction still exists (and of this the operator can never be ab¬ 
solutely sure at the time of operation) even if the fistula should 
close and the distention recur, the wound could be torn open 
with the finger or with some blunt instrument, without the ad¬ 
ministration of an anaesthetic. But if the gall-bladder should 
have been sutured separately, then in case of a recurrence an¬ 
other operation would be necessary. The indication that 
there was no longer any obstruction in my case was the es¬ 
cape of bile from the fistula, the contents of the gall-bladder 
at the time of operation being entirely free from bile. Of 
course there never was any obstruction in the common duct, 
since there was never any jaundice. 



